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I.  STRANGULATED  RETROPERITONEAL  HERNIA  OF  THE  INTER- 

SIGMOID  FOSSA. 

Infant,  male,  born  September  8,  1907,  weighed  pounds, 
apparently  in  every  way  normal  at  birth.  The  only  unusual  thing 
noticed  the  first  24  hours  was  the  fact  that  the  child  cried  almost 
constantly,  and  occasionally  would  spit  up  a little  mucus ; he  had 
two  meconium  stools,  passed  normally.  He  continued  to  take 
sugar  water  and  a mixture  of  2 : 20  milk,  without  vomiting.  The 
second  day  he  continued  to  cry  nearly  but  not  quite  so  badly  as 
during  the  first  24  hours.  At  the  end  of  the  second  day,  when 
the  mother’s  milk  began  to  come,  he  was  put  to  the  breast  and 
suckled  satisfactorily.  There  were  no  satisfactory  bowel  move- 
ments after  the  meconium  stools,  though  the  napkins  were  stained 
occasionally  witli  fecal  matter.  I saw  the  child  24  hours  after 
birth,  also  at  the  end  of  the  first  48  hours,  and  could  detect  noth- 
ing abnormal  in  the  abdomen.  On  the  evening  of  the  second  day, 
54  hours  from  birth,  the  nurse  thought  the  abdomen  was  more 
distended  and  somewhat  harder  on  the  left  side  and  did  not  think 
the  child  was  exactly  right.  The  crying  continued.  The  baby 
nursed  well,  however,  during  the  night ; and,  when  seen  by  myself 
the  following  day  at  noon,  72  hours  from  birth,  the  nurse  stated 
that  the  baby  seemed  very  much  better;  she  said  it  was  nursing 
well  and  was  getting  plenty  of  milk  from  the  mother.  I again 
examined  the  abdomen.  I found  no  areas  of  dulness  and  could 
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not  make  out  any  definite  enlargement  on  the  left  side,  which  the 
nurse  stated  she  had  noticed  the  evening  before.  The  movements, 
however,  were  not  satisfactory. 

In  the  evening  of  the  third  day,  8o  hours  from  birth,  the 
child  developed  a temperature  of  102°  and  began  to  vomit.  I 
was  16  miles  away,  but  advised,  over  the  telephone,  passing  a 
rectal  tube  and  irrigating  the  bowel.  The  child  had  had  a small 
dose  of  castor  oil  before.  The  nurse  was  unable  to  pass  the 
tube  into  the  rectum.  The  vomiting  ceased  and  the  child  took 
some  milk  and  slept  a good  deal  between  8 and  10  p.m.  The 
vomiting  again  began  at  i a.m.  and  during  the  two  hours  it 
required  for  me  to  reach  the  patient,  he  was  seen  by  Dr.  Macken- 
zie, the  local  physician,  who  tried  to  pass  a catheter  and  wash 
out  the  bowel,  but  was  unable  to  pass  the  tube  more  than  2 to  3 
inches.  On  my  arrival,  at  4.30  am.,  I again  attempted  to  pass  a 
catheter,  and  although  I used  three  or  four  kinds — soft  and 
hard — I was  unable  to  get  up  higher  than  3^4  inches,  from  the 
anus.  The  catheter  then  seemed  to  meet  with  some  obstruction 
beyond  which  it  could  not  pass;  no  fluid  could  be  forced  beyond 
the  catheter.  The  napkins  were  on  two  occasions  at  night  stained 
with  yellowish  fecal  matter,  but  there  was  no  distinct  movement. 
There  had  been  considerable  cyanosis  at  one  o’clock,  but  at  4.30 
the  color  seemed  much  better  and  the  general  condition  was 
improved.  Breathing,  however,  was  rapid  and  heart  action  weak. 
The  abdomen  at  the  time  of  Dr.  Mackenzie’s  visit,  at  1.30  a.m., 
had  been  much  distended  and  was  harder  on  the  left  side,  in 
which  region,  he  stated,  there  was  certainly  a marked  dulness. 
My  examination  at  4.30  showed  the  abdomen  symmetrically  dis- 
tended, but  there  was  absolutely  no  change  in  note  on  either  side. 

At  8 o’clock  I made  another  attempt  to  irrigate  the  bowel,  but 
failed;  the  catheter  would  go  no  further  than  on  the  previous 
occasion.  I consulted  with  Dr.  Chas.  G.  Kerley  over  the  tele- 
phone and  he  advised  again  attempting  an  enema  with  Epsom 
salts  and  ox-gall.  This  was  tried,  but  very  little  could  be  made 
to  enter  the  bowel.  The  child  gradually  failed  and  died  at  ii 
o’clock,  before  Dr.  Kerley  arrived.  Although  I was  certain  of 
an  intestinal  obstruction,  the  child  was  in  no  condition  at  any 
time  since  the  vomiting  began,  to  stand  an  abdominal  operation. 

An  autopsy  was  made  two  hours  after  death,  in  the  presence 
of  Dr.  Mackenzie  of  Millbrook,  New  York.  On  opening  the 


Fig.  I. 


Strangulated  congenital  hernia  of  the  intersigmoid  fossa,  in  child  of  three  days  old. 

(Coley). 


Fig.  2. 


Eve’s  Case. — A,  Caecum  turned  forwards;  B,  Ascending  colon;  C,  Continua- 
tion of  colon,  bent  on  itself;  D,  Descending  colon;  E,  Band  of  adhesion;  F,  Fossa 
inter.sigmoidea;  G,  End  of  ileum.  ( British  Medical  Journal,  June  i.s.  1885). 
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peritoneal  cavity,  an  immense  gush  of  air  mixed  with  an  emul- 
sion of  faeces  poured  out,  causing  the  abdominal  walls  to  collapse. 
Between  a pint  and  a quart  of  yellowish  liquid  faeces  (there  was 
no  pus  or  anything  resembling  purulent  material  present)  was 
found  lying  in  the  abdominal  cavity.  When  this  was  evacuated, 
I was  immediately  struck  with  the  absence  of  the  intestine.  Care- 
ful search  revealed  only  a small  loop  of  small  intestine,  deeply 
congested  and  distended;  there  was,  however,  a globular  tumor 
occupying  the  left  side  of  tlie  abdomen,  beginning  on  a level  with 
the  bifurcation  of  the  common  iliac  artery  and  extending  up 
nearly  to  the  costal  arch.  This  swelling  was  smooth,  symmetrical, 
and  resilient  on  pressure.  Finally,  I discovered  at  the  lower 
edge  of  the  swelling  a semilunar  fold  of  peritoneum,  situated  a 
little  to  the  left  of  the  vertebral  line  and  just  on  a level  of  the 
bifurcation  of  the  iliac  artery.  This  semilunar  fold  formed  the 
neck  of  the  retroperitoneal  sac.  The  aperture  was  i)4  inches  in 
diameter,  easily  admitting  the  index  finger  (Fig.  i).  The 
posterior  parietal  peritoneum  had  evidently  been  lifted  forward, 
forming  the  hernial  sac  which  contained  almost  the  entire  small 
intestine.  The  sigmoid  turned  sharply  to  the  right  and  the 
whole  large  intestine  was  entirely  on  the  right  side.  The  inter- 
sigmoid  fossa  must  have  been  abnormally  large,  containing  some, 
perhaps  nearly  all  of  the  small  intestine  at  birth.  On  the  other 
hand,  it  is  possible  that  only  a portion  of  the  intestine  occupied 
the  fossa  at  oirth  and  that  the  constant  crying  during  the  first 
two  days  may  have  forced  more  and  more  of  the  intestine  into 
the  sac  until  practically  the  whole  small  intestine  was  included 
and  later  strangulation  occurred. 

Tlie  opening  in  the  peritoneum  in  this  case  corresponds 
very  closely  to  that  of  Eve’s,  although  in  Eve’s  case  the  sac 
contained  only  a portion  of  the  ileum,  6 inches  in  length. 

Eve’s  case  was  a woman,  63  years  of  age,  and  there  was 
present  a band  of  adhesions  between  ascending  colon  and  sig- 
moid flexure,  which  played  some  part  in  the  etiology. 

In  regard  to  Eve’s  case  Moynihan  states  that  the  most 
likely  explanation  is  that  “ there  had  been  originally  a common 
mesentery  for  the  jejunum,  ileum,  csecum,  and  ascending 
colon.  The  splenic  flexure  and  the  descending  colon  became 
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fixed  in  the  usual  manner  by  the  adhesion  of  the  left  or  pos- 
terior layer  of  the  original  descending  mesocolon  to  the  parietal 
peritoneum  of  the  posterior  abdominal  wall.  As  a result  of 
peritoneal  adhesion,  most  probably  pathological,  the  caecum 
and  ascending  colon  had  adhered  to  the  descending  colon  and 
the  sigmoid,  and  the  united  gut  had  been  dragged  over  to  the 
right,  laying  bare  and  rendering  patent  the  orifice  of  the 
intersigmoid  fossa.” 

In  the  character  and  amount  of  contents  my  own  case 
corresponds  very  closely  to  the  case  of  Treitz,  a duodeno- 
jejunal or  mesocolic  hernia.  (La  Progres  Medicale,  1889, 
tome  ii,  p.  289.)  In  Treitz’s  case  the  opening  of  the  hernial 
sac  was  in  the  median  line  a little  higher  up  and  the  long 
diameter  was  perpendicular  instead  of  horizontal.  In  addition, 
the  transverse  and  descending  colon  surrounded  the  tumor  on 
the  upper  left  and  lower  side. 

My  case,  as  far  as  I can  learn,  is  the  only  case  of  inter- 
sigmoid hernia,  or  for  that  matter,  of  retroperitoneal  hernia 
existing  at  birth.  While  it  is  possible  that,  had  the  condition 
been  recognized  on  the  first  day,  an  immediate  operation  might 
have  been  successful,  still,  the  difficulties  in  the  way  of  an 
early  diagnosis  in  such  a young  infant  must  be  regarded  as 
very  great.  In  this  case  there  was  no  localized  tumor;  the 
child  continued  to  take  food  until  near  the  end  and  vomiting 
was  a very  late  symptom. 

The  only  three  cases  of  hernia  of  the  intersigmoid  fossa 
that  I have  been  able  to  find  are  the  cases  of  Eve,  McAdam 
Eccles,  and  Lambret.  The  two  former  were  referred  to  at 
length  by  Moynihan  in  his  well-known  work  on  “ Retroperi- 
toneal Hernia.”  As  to  Lambret’s  case,  Moynihan  stated  that 
he  was  unable  to  obtain  the  journal  in  which  it  was  reported, 
namely,  VEcho  Medical  du  Nord,  1897,  p.  384. 

Mr.  F.  S.  Eve  regarded  his  case  as  the  first  authentic  case 
of  intersigmoid  hernia.  It  was  reported  in  the  British  Medical 
Joimial,  June  13,  1885.  The  specimen  has  been  preserved  at 
St.  Bartholomew’s  Hospital. 

This  fossa  was  first  described  by  Hensing  and  consists  of 
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a pouch  or  depression  of  the  peritoneum  forming  the  left  or 
under  layer  of  the  mesosigmoidea,  extending  to  the  upper  part 
of  the  sigmoid  flexure. 

Eve’s  patient  was  a woman  aged  63  years ; she  was  admitted  to  St. 
Bartholomew’s  Hospital  December  31,  1882.  She  had  always  been  in 
good  health  until  December  26,  1882,  when  at  10  a.m.  she  was  suddenly 
seized  with  violent  constricting  pain  around  the  abdomen  in  the  region 
of  the  epigastrium,  followed  by  violent  vomiting  and  the  passage  of 
large  loose  stool.  She  had  had  slight  attacks  similar  to  this  before,  which 
were  relieved  by  purgatives.  On  December  27  she  passed  a small  move- 
ment with  little  blood  and  mucus.  She  continued  to  vomit  all  food  from 
the  beginning  of  the  attack.  The  vomitus  was  at  first  bilious  in  char- 
acter, later  became  brown,  with  fecal  odor.  On  December  30,  the  tempera- 
ture was  subnormal;  expression  anxious;  abdomen  was  uniformly  but 
not  tensely  distended;  there  was  incessant  retching,  but  no  vomiting. 
The  rectum  was  free,  an  enema  of  warm  water  returned  with  some  small 
fecal  masses  and  blood-stained  mucus.  On  January  22,  after  a consul- 
tation, Mr.  T.  Smith  performed  the  operation  for  lumbar  colotomy.  A 
portion  of  the  intestine  was  opened  and  much  fecal  matter  evacuated. 
The  condition  gradually  grew  worse  and  on  the  morning  of  the  twenty- 
fifth  she  went  into  collapse  and  died. 

The  conditions  found  in  Eve’s  case  are  well  shown  in  Fig.  2.  The 
ascending  colon  took  a course  obliquely  across  the  abdomen  to  the  left 
hypochondrium,  where  it  turned  sharply  to  the  right  and  followed  the 
curve  of  the  diaphragm  until  it  reached  the  middle  line;  here  it  became 
suddenly  bent  upon  itself  and  returned,  above  and  parallel  to  its  previous 
course  to  the  lower  edge  of  the  spleen;  thence  it  took  the  normal  direc- 
tion to  the  sigmoid  flexure.  Both  the  ascending  and  descending  portions 
of  the  large  intestine  were  closely  united  and  almost  surrounded  by  a 
single  layer  of  peritoneum.  Just  above  the  caecum,  below  the  level  of 
the  hernial  opening,  there  was  a band  of  adhesions  i inch  in  breadth  and 
one-half  inch  in  length,  binding  together  the  ascending  colon  and  adjacent 
curve  of  the  sigmoid  flexure.  Eve  believes  that  this  band  of  adhesions 
created  conditions  favorable  to  a hernia  into  the  intersigmoid  fossa. 

The  fossa  itself  is  not  so  uncommon.  Treves  found  a perfect 
fossa  in  52  and  a funnel-shaped  depression  in  13,  or  a total  of 
65  per  cent,  of  the  bodies  examined.  De  Haen  (“  Ratio 
Medendi,  Paris  XI  de  Ileo  Morbo,”  p.  103)  quoted  by  Moyni- 
han,  describes  a case  of  supposed  hernia  in  the  intestine 
through  an  opening  in  the  mesosigmoidea.  This  has  been  re- 
ferred to  by  Treitz,  but  the  details  are  not  sufficiently  numerous 
to  warrant  Moynihan  in  regarding  it  as  a case  of  true  inter- 
sigmoid hernia. 
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Eve  states  that  it  would  be  useless  to  form  rules  for  the 
diagnosis  of  this  form  of  hernia  which  the  next  case  would 
falsify.  In  both  De  Haen’s  and  his  own  case  the  patient  was 
periodically  subject  to  abdominal  pains  associated  first  with 
constricting  sensations  and  later  tympanitis,  indicating  that 
the  intestine  not  infrequently  had  slipped  into  the  opening,  but 
had  been  released  by  purgatives  or  naturally. 

In  1895,  ten  years  later,  McAdam  Eccles  (St.  Bartholo- 
mew’s Hospital  Reports,  vol.  xxxi)  reports  a case  of  strangu- 
lated hernia  of  a loop  of  small  intestine  in  the  fossa  inter- 
sigmoidea. 

The  man,  53  years  of  age,  was  admitted  to  the  West  London  Hospital 
under  the  care  of  Mr.  Eccles  on  August  18,  1895,  with  well-marked 
symptoms  of  intestinal  obstruction.  He  had  for  many  years  suffered  from 
double  inguinal  hernia,  both  reducible  and  fairly  well  controlled  by  a 
truss.  Four  days  before  admission,  while  coughing,  his  left  hernia  came 
down  and  could  not  be  reduced.  He  was  taken  to  Cottage  Hospital,  near 
his  residence,  in  which  the  surgeon  with  little  delay  and  some  difficulty 
reduced  the  hernia  by  taxis.  The  vomiting  and  pain,  however,  persisted. 
No  faeces  or  flatus  passed  the  rectum.  On  the  fourth  day  he  was  admitted 
to  the  West  London  Hospital  in  the  following  condition:  Facial  expres- 
sion anxious  and  typical  of  acute  abdominal  disturbance;  pulse  small  and 
frequent;  breathing  thoracic;  tongue  furred;  temperature  98.2°,  abdomen 
evenly  distended  and  everywhere  resistant;  no  local  swelling  or  indura- 
tion could  be  made  out.  Under  ether  a median  abdominal  incision  was 
made.  High  up  in  the  iliac  fossa  in  the  posterior  part  of  the  abdomen 
was  a firm  resistant  mass  into  which  could  be  traced  the  small  intestine, 
one  part  of  which  was  distended,  the  other  collapsed.  Closer  examina- 
tion revealed  a tightly  constricting  edge  which  afterward  proved  to  be 
the  margin  of  the  aperture  of  the  intersigmoid  fossa.  The  sharp  ring 
was  carefully  snipped  with  a pair  of  scissors  and  the  gut  slowly  drawn 
out  of  its  grasp.  The  loop  of  small  intestine  was  then  liberated.  This 
was  intensely  congested,  and  black  and  gangrenous  for  a distance  of 
about  one-half  inch  in  its  middle.  The  whole  loop  measured  about  four 
inches.  The  gangrenous  piece  of  bowel  with  the  cedematous  portion  was 
excised  with  a V-shaped  piece  of  mesentery  and  the  ends  united  by 
Maunsell’s  method.  The  patient  died  of  exhaustion  12  hours  later. 
The  record  states  that  the  post-mortem  examination  showed  some  general 
peritonitis,  most  marked  in  the  region  of  the  sigmoid  flexure.  The 
suture  used  in  the  anastomosis  had  held  well.  Nothing  further  is  said 
about  the  condition  of  the  intersigmoid  fossa  as  disclosed  by  the  autopsy. 

Eccles  states  that  this  fossa  was  distinct  in  at  least  half  of 
the  subjects  examined  in  the  Rooms  in  1894-1895,  the  per- 
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centage  being  53.  This  corresponds  very  closely  to  the  find- 
ings of  Treves.  Eccles  states  that  in  the  foetus  this  fossa  is 
undeveloped.  In  Eccles’  case  the  tightness  of  the  strangula- 
tion was  extreme,  showing  that  once  a loop  of  bowel  becomes 
imprisoned,  it  is  very  seriously  affected  in  a short  time. 

A careful  reading  of  the  history  of  Eccles’  case  must  leave 
some  doubt  in  one’s  mind  whether  this  condition  might  not 
have  been  one  of  reduction  en  masse  rather  than  a true  hernia 
of  the  intersigmoid  fossa.  The  history  of  a case  of  strangu- 
lated hernia,  finally  reduced  under  forcible  and  prolonged  taxis, 
with  a continuation  of  the  symptoms  of  strangulation  is  abso- 
lutely typical  of  a case  of  reduction  en  masse.  It  does  not 
seem  at  all  probable  that  the  same  loop  of  strangulated  bowel 
that  had  been  reduced  from  the  scrotum,  could  have  been  made 
to  enter  the  intersigmoid  fossa  after  reduction.  It  seems  still 
more  improbable  that  two  loops  of  intestine  could  have  been 
simultaneously  strangulated,  one  in  the  intersigmoid  fossa  and 
one  in  the  scrotum ; and  that  when  the  latter  was  reduced,  the 
former  continued  to  give  the  same  symptoms.  It  is  reasonable 
to  believe  that  one  condition  could  have  been  easily  mistaken 
for  the  other  through  the  small  incision  used  in  the  laparotomy, 
and  the  actual  condition  not  recognized  except  by  a very 
thorough  autopsy,  evidence  of  which  is  lacking  in  Eccles’  case. 
He  simply  states  that  post-mortem  examination  showed  some 
general  peritonitis  and  that  the  sutures  used  in  the  anastomosis 
held  well.  There  is  no  further  description  of  the  condition 
present  in  the  fossa  itself.  (The  case  has,  however,  been 
accepted  by  Moynihan,  the  most  competent  authority.) 

The  third  case  of  hernia  of  the  intersigmoid  fossa,  is  that 
of  Lambret  {L’Echo  Med.  du  Nord,  1897,  p.  384).  Lambret 
reports  this  case  as  the  third  known  case  of  hernia  of  the  inter- 
sigmoid fossa,  stating  that  the  two  cases  observed  up  to  that 
time  were  the  case  of  Jomini  and  that  of  Eve.  Jomini’s  case 
{Revue  Medicale  de  la  Suisse  Romande,  1882)  was  not  ac- 
cepted as  a true  case  by  Moynihan.  Lambret  describes  his 
case  as  follows : 
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Male,  aged  63  years,  was  admitted  to  the  hospital  with  all  the  signs 
of  acute  intestinal  obstruction  which  had  lasted  for  a period  of  three 
days,  coming  on  during  an  effort  at  defecation.  The  patient  immediately 
had  very  severe  pains  in  the  abdomen  without  any  particular  localization; 
vomiting  occurred  soon  afterward  and  finally  became  fecal.  It  ceased  the 
day  after  his  admission  to  the  hospital ; there  was  no  passage  of  either 
gas  or  faeces ; moderate  abdominal  obstruction ; pulse  rapid.  Operation 
was  immediately  decided  upon  and  it  was  performed  by  Folet.  A 
median  incision  was  made  from  the  umbilicus  downward.  On  opening 
the  peritoneum,  a dilated  intestinal  coil  was  seen  with  other  coils  col- 
lapsed and  embedded.  The  hand  of  the  operator  discovered  in  the 
upper  part  of  the  left  iliac  fossa  a hard  tumor,  smooth,  symmetrical — the 
nature  of  which  it  was  difficult  to  determine.  The  withdrawal  of  the 
intestine  was  made  very  easily  under  the  influence  of  light  traction. 
A loop  of  intestine  withdrawn  was  cedematous,  purplish-red  in  color,  but 
presenting  no  trace  of  constriction.  The  lumen  of  the  intestine  seemed 
permeable.  The  tumor  perceived  in  the  left  iliac  fossa  at  the  beginning  of 
the  operation  now  disappeared.  Reasoning  from  this  fact,  the  hypothesis 
of  a hernia  in  the  intersigmoid  fossa  was  advanced  and  the  orifice  of 
this  fossa  was  quickly  found ; it  was  about  as  large  as  a five  franc  piece ; 
its  walls  were  infiltrated  and  dark-colored.  The  walls  of  the  fossa  were 
also  of  a purplish  color  and  contained  a certain  quantity  of  bloody  exu- 
date. It  had  the  appearance  of  a hollow  sphere  of  sufficient  size  to  hold 
a mandarin  orange.  The  continuity  of  the  bowel  having  been  re-estab- 
lished, the  operation  was  rapidly  completed  and  the  patient  returned  to 
his  bed.  No  amelioration  of  the  symptoms,  however,  followed.  By  the 
middle  of  the  next  day  the  patient  had  not  passed  any  gas  or  fecal  matter 
and  his  general  condition  was  very  bad.  Another  laparotomy  was  done 
and  an  artificial  anus  established.  The  intestine  was,  however,  com- 
pletely paralyzed,  and  the  patient  died  during  the  night  of  septic  peri- 
tonitis. Autopsy  revealed  nothing  new,  but  enabled  the  removal  of  the 
anatomical  specimen  which  is  preserved  in  the  surgical  clinic  of  the 
St.  Sauveur  Hospital. 

Jonnesco  divides  retroperitoneal  hernia  into  four  classes: 
(i)  Hernias  through  the  foramen  of  Winslow.  (2)  Herniae 
in  the  retroduodenal  fossa.'  (3)  Herniae  in  the  retrocaecal 
fossa.  (4)  Herniae  in  the  intersigmoid  fossa. 

The  intersigmoid  fossa  has  been  carefully  described  by 
Toldt.  Before  the  time  of  Toldt  the  intersigmoid  fossa  was 
believed  to  be  situated  between  the  two  folds  of  the  mesocolon 
of  the  sigmoid  flexure, — while  in  reality,  as  shown  by  Toldt, 
this  is  very  rarely  the  case,  it  being  usually  situated  between 
the  parietal  peritoneum  and  the  mesocolon.  According  to 
Lambret,  the  orifice  of  the  fossa  is  best  seen  by  lifting  the 
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sigmoid  flexure  upwards  and  to  the  right  to  a level  with  the 
internal  border  of  the  psoas  muscle,  not  far  from  the  sacro-iliac 
synchondrosis  and  the  bifurcation  of  the  common  iliac  artery. 
In  Lambret’*s  case  the  falsiform  fold  was  found  over  the 
orifice. 

In  the  cases  thus  far  observed,  the  cavity  of  the  fossa  has 
been  of  variable  length,  from  3 to  10  cm.,  in  some  cases  reach- 
ing as  far  as  the  level  of  the  pancreas.  The  shape  of  the 
cavity  varied  according  to  the  intestinal  contents,  to  which  it 
always  adapts  itself.  The  origin  of  this  fossa  has  been  ex- 
plained in  various  ways.  Toldt  and  Jonnesco  believe  that  it 
is  dependent  in  a large  measure  upon  the  influence  of  the 
arteries  of  the  mesosigmoid.  Lambret  believes  that  the  inter- 
sigmoid  fossa  is  the  result  of  a particular  mode  of  development 
of  the  peritoneum  and  the  folds  comprising  the  mesosigmoid. 
In  brief,  he  believes  that  the  fossa  is  due  to  an  interruption  in 
the  process  of  fusion  of  the  mesocolon,  the  fusion  with  the 
parietal  peritoneum  taking  place  at  a point  lower  than  normal. 
He  believes  that  the  fossa  is  present  in  about  80  per  cent,  of 
the  cases,  its  protected  situation  being  responsible  for  the  very 
small  number  of  herniae  that  occur  in  this  region. 

II.  INTRAPARIETAL  VENTRAL  HERNIA  AT  MCBURNEY’s  POINT. 

Mr.  X.,  aged  53  years,  had  a left  inguinal  hernia  since  child- 
hood. Four  years  ago,  his  horse  fell  during  a polo  match  and 
rolled  upon  him,  injuring  the  right  side  of  his  abdomen.  Not 
very  long  after  this  he  began  to  have  pains  in  the  region  of  the 
right  iliac  fossa  which,  it  was  thought,  might  be  due  to  some 
trouble  with  the  appendix. 

I first  saw  the  patient  in  consultation  with  Dr.  W.  L.  Culbert 
of  New  York,  in  October,  1905.  Physical  examination  at  that 
time  showed  an  oblique  irreducible  omental  scrotal  hernia  on 
the  left  side,  and  on  the  right  side  a direct  inguinal  hernia  about 
the  size  of  an  egg.  No  tenderness  or  resistance  could  be  detected 
over  the  appendix,  and  it  was  believed  that  the  pain  and  dis- 
comfort in  the  iliac  fossa  was  probably  due  to  the  direct  hernia 
which  had  not  been  hitherto  discovered. 
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In  the  latter  part  of  October,  1908,  I operated  for  the  double 
hernia,  resected  a portion  of  the  omentum  on  the  left  side  and 
found  a direct  hernia  of  the  bladder  on  the  right  side.  Both 
wounds  were  closed  by  Bassini’s  method ; primary  union  followed 
and  although  the  patient  has  led  a very  active  life,  riding  and 
playing  polo,  there  has  been  no  recurrence  up  to  the  present 
time. 

Immediately  after  his  recovery  from  the  operation,  he  stated 
that  he  felt  the  same  pain  and  discomfort  in  the  right  iliac  fossa 
in  the  region  of  McBurney’s  point  that  he  had  had  before  the 
operation.  The  trouble  was  always  worse  in  the  latter  part  of 
the  day,  after  standing  or  being  on  his  feet  a good  deal,  and 
seemed  to  be  relieved  by  pressure  with  the  hand.  I made  a 
number  of  examinations,  but  was  never  able  to  detect  any  tender- 
ness or  other  indications  pointing  to  an  inflammation  of  the  ver- 
miform appendix,  although  the  patient  localized  his  pain  and 
discomfort  exactly  in  the  region  of  the  appendix.  The  trouble 
gradually  became  more  and  more  annoying  and  in  November, 
1908,  I made  another  very  careful  examination.  During  this 
last  examination  I made  the  patient  cough  several  times  with  my 
fingers  pressing  directly  over  the  appendix  and  I then,  for  the 
first  time,  detected  a swelling  or  tumor,  apparently  beneath  the 
aponeurosis  of  the  external  oblique.  On  pressure  the  swelling 
disappeared  with  exactly  the  sensation  that  a hernial  tumor  gives 
when  its  contents  slip  back  into  the  abdomen  under  pressure  of 
the  finger.  The  swelling  could  be  made  to  reappear  with  the 
patient’s  coughing  and  gave  the  same  sensation  on  deep  pressure. 
The  aponeurosis  was  apparently  normal.  Hence  the  most  rational 
explanation  of  the  phenomenon  was  that  there  was  an  opening 
through  the  transversalis  fascia  and  internal  oblique  muscle  of 
sufficient  size  to  permit  the  hernial  sac  to  protrude  until  it 
reached  the  aponeurosis  of  the  external  oblique.  I,  therefore, 
made  the  diagnosis  of  interstitial  hernia  at  this  point.  This 
diagnosis  explained  perfectly  the  pain  and  discomfort  which  the 
patient  had  so  long  had  in  this  region  and  also  the  gurgling  sen- 
sations which  he  stated  he  had  felt  from  time  to  time  when  press- 
ing upon  the  abdomen  in  an  effort  to  relieve  the  discomfort.  I 
advised  operation  as  soon  as  convenient  to  the  patient.  A con- 
sultation was  first  held  with  three  other  men.  Two  of  these 
men  were  inclined  to  attribute  the  condition  to  intra-abdominal 


Fig.  3. 


Interstitial  hernia  at  McBumey’s  point.  Sac  containing  csecum.  (Coley.) 
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adhesions,  while  the  third  thought  it  was  due  to  a retroperitoneal 
lipoma  rather  than  a hernia,  but  all  advised  operation.  I operated 
upon  the  patient  on  January  27,  1909.  Incision  was  made  exactly 
as  for  an  appendicitis  operation.  The  aponeurosis  of  the  external 
oblique  was  found  intact  and  very  firm.  On  cutting  through  the 
aponeurosis,  a tumor  about  the  size  of  a large  goose  egg  was 
found.  It  was  of  yellowish  color,  and  the  outer  layer,  about 
one-fourth  inch  in  thickness,  consisted  of  extraperitoneal  fat.  On 
cutting  through  this,  a hernial  sac,  the  size  of  a large  hen’s  egg, 
presented  itself.  This  was  opened  and  found  to  contain  a loop 
of  the  caecum,  which  immediately  reentered  the  hernial  sac  as 
soon  as  it  was  reduced  into  the  abdomen,  showing  that  it  had 
probably  occupied  this  position  most  of  the  time,  and  when  it 
became  filled  with  gas  or  other  contents,  caused  the  pain  and  dis- 
comfort from  which  the  patient  had  so  long  suffered.  The  neck 
of  the  sac  was  situated  almost  exactly  at  McBumey’s  point  and 
the  inner  side  touched  the  edge  of  the  rectus  muscle ; it  was  about 
seven-eighths  inch  in  diameter  and  was  surrounded  by  a firm  ring 
of  transversalis  fascia. 

I believe  that  the  hernia  was  probably  of  traumatic  origin, 
that  a rent  in  the  transversalis  fascia  was  caused  four  years  before 
at  the  polo  accident  and  that  the  hernial  protrusion  found  its  way 
through  this  shortly  afterward,  gradually  making  its  way  out- 
ward through  the  fibres  of  the  external  oblique  muscle  until  its 
progress  was  finally  checked  by  the  strong  layer  of  aponeurosis. 
It  then  enlarged  in  all  directions  until  it  formed  a tumor  of  the 
size  described.  There  were  no  adhesions  between  caecum  and 
sac.  The  sac  was  entirely  removed  and  the  transversalis  layer 
and  peritoneum  sutured  by  overlapping.  The  internal  oblique 
muscle  was  then  closed  with  interrupted  sutures  of  kangaroo 
tendon ; next  the  aponeurosis  and,  finally,  the  skin. 

The  patient  made  an  excellent  recovery  and  left  the  hospital 
at  the  end  of  two  weeks  and  has  been  perfectly  well  ever  since. 
He  has  had  no  return  whatever  of  any  of  the  old  symptoms.  The 
size  and  anatomical  position  of  the  sac  are  well  shown  in  Fig.  3. 

The  only  case  that  I have  been  able  to  find  at  all  similar  to 
the  foregoing  is  the  case  of  Levy,  recently  reported  in  the 
Beitrdge  f.  klin.  Chir.  In  view  of  the  fact  that  in  Levy’s  case 
there  was  an  undescended  or  partially  descended  testicle,  there 
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is  reason  to  believe  that  we  have  to  deal  here  with  one  of  the 
ordinary  types  of  interstitial  hernia  with  a bilocular  sac,  of 
congenital  origin,  entirely  unlike  the  case  I have  described. 

I disagree  altogether  with  the  statement  of  Levy  that  in 
the  absence  of  complications  the  treatment  of  abdominal 
herniae  due  to  muscle  defects  should  be  mechanical,  i.e.,  that 
the  patient  should  be  fitted  with  a suitable  abdominal  support. 
I believe  that  all  of  these  cases  can  be  cured  by  a suitable 
operation  without  any  risk  to  the  patient.  The  fact  that  these 
cases  are  peculiarly  liable  to  strangulation  should  be  sufficient 
ground  for  advocating  operative  treatment  as  a routine 
measure. 


CASE  III.  RESECTION  OF  FOUR  FEET  OF  SMALL  INTESTINE  FOR 
RECURRENT  ATTACKS  OF  INTESTINAL  OBSTRUCTION  FOL- 
LOWING REDUCTION  EN  MASSE  OF  A STRANGULATED 
HERNIA  FOUR  MONTHS  BEFORE. 

Mr.  Y.,  53  years  of  age;  has  always  been  in  good  health. 
Operated  upon  for  strangulated  hernia  (by  Dr.  Foy  of  Yonkers) 
in  January,  1909 ; duration  of  the  strangulation  8 hours.  A large 
loop  of  small  intestine  was  found  very  dark  in  color,  but  as  it 
partially  recovered  under  hot  towels  was  replaced  in  the  abdomen. 
The  patient  did  very  well  until  three  weeks  after  operation,  when 
he  had  a slight  attack  of  intestinal  obstruction.  Had  five  or  six 
attacks  since,  sometimes  every  five  or  six  days;  he  went  one 
month  without  any  attack;  the  last  very  severe  attack  occurred 
on  May  8.  These  attacks  always  began  by  a localized  distention 
in  the  left  side,  which  gradually  spreads  upwards  across  the 
abdomen  to  the  right  iliac  fossa.  Vomiting  quickly  followed  and 
persisted,  becoming  almost  fecal  in  character.  I saw  the  patient 
on  May  10;  he  had  a movement  of  the  bowels  due  to  strong  pur- 
gatives and  enemas.  The  abdomen  returned  to  normal  and 
nothing  could  be  felt  on  palpation.  The  patient  was  somewhat 
weak  from  the  effects  of  the  attack.  I believed  the  condition  to 
be  one  of  adhesions  with  constriction  of  the  bowel  and  areas  of 
sloughing.  I advised  an  operation  at  as  early  a date  as  possible. 
The  patient  entered  the  hospital  on  May  12,  1909,  and  I did  a 


RETROPERITONEAL  HERNIA,  ETC. 


251 


median  laparotomy,  assisted  by  Dr.  W.  E.  Downes.  I quickly  found 
two  separate  loops  of  bowel  joined  at  a sharp  angle  by  a firm  band 
of  adhesions  about  i inch  in  diameter.  These  adhesions  were  cut 
and  the  raw  surfaces  turned  in  with  silk  suture.  I then  came 
upon  a mass  about  the  size  of  two  fists,  situated  in  the  middle 
and  a little  to  the  right  side  of  the  abdomen ; it  consisted  of  five 
or  six  coils  of  small  intestine  so  completely  welded  together  that 
it  was  difficult  in  places  to  make  out  the  outlines  of  the  separate 
loops  of  intestine.  It  was  evident  that  it  would  be  impossible  to 
separate  these  adhesions  and  I decided  to  resect  the  entire  mass 
and  do  a lateral  anastomosis.  A piece  of  tape  was  passed  through 
the  mesentery  and  tied  around  the  healthy  portion  of  the  bowel, 
well  beyond  the  point  to  be  divided.  The  mesentery  was  clamped 
off  and  sutured  by  means  of  fine  chromicized  catgut.  The  divided 
ends  of  the  bowel  were  inverted  and  sutured  in  two  layers.  The 
portion  removed  extended  nearly  to  the  ileocaecal  valve.  A lateral 
anastomosis  was  made  between  the  ileum  and  ascending  colon  by 
means  of  a large  Murphy  button.  Inasmuch  as  the  appendix  was 
found  to  contain  a large,  very  hard  concretion  and  showed  some 
evidence  of  congestion,  it  was  removed.  The  abdominal  wound 
was  closed  without  drainage.  Time  of  operation  i hour,  15 
minutes. 

The  first  two  days  the  patient  was  given  a very  small  quan- 
tity of  saline  per  rectum  and  a small  quantity  of  water  by  mouth. 
On  the  third  day  he  was  given  chicken  broth  and  albumin  water 
in  one-half  ounce  portions  every  2 hours.  The  amount  of 
nourishment  was  gradually  increased  and  at  the  end  of  the  week 
he  was  given  solid  food.  He  had  very  little  more  reaction  than 
follows  an  ordinary  hernia  operation.  He  passed  the  button  on 
the  eleventh  day  and  was  up  and  about  the  ward  at  the  end  of 
two  weeks.  The  wound  healed  by  primary  union. 

The  condition  of  the  intestine  shows  that  at  the  time  of  reduc- 
tion the  bowel  must  have  been  reduced  en  masse;  the  adjacent 
loops  were  so  much  inflamed  that  they  immediately  became  adher- 
ent and  finally  welded  together  in  the  solid  mass  seen  by  the 
mounted  specimen  presented. 
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